Abstract
new EPC items on the Medicare Benefits Schedule (MBS).
The EPC MBS items allow general practitioners (GPs) to undertake or participate in activities that support the broad aims of the EPC package. Specifically these activities comprise health assessments for older people, care planning for patients with chronic, complex and on-going care needs, and also multi-disciplinary case conferencing (Commonwealth Department of Health and Aged Care, 1999) .
We have previously reported, in the last (Wilkinson et al 2002) and the current issues of the AHR, on trends in uptake of items for health assessment (HA), care plans (CP) and case conferences (CC); on variation in uptake between Divisions of General Practice; and on characteristics of patients who have had EPC services. Here we report on characteristics of general practitioners providing EPC services.
Methods

Data source and EPC services, patient and practitioner details
The main methods are as reported in the first paper in this series (Wilkinson 2002) . Additional methods relevant to this paper are included below.
Analyses
Age and gender of general practitioners who do and who don't provide EPC services were compared for general practitioners who had 375 or more non-referred attendances (NRAs) in the three months ending December 2001. This analysis required us to use a secondary source of data from the Department of Health and Ageing, because our main data source on EPC services does not (by definition) contain information on doctors who did not provide EPC services. There were 15,303 active general practitioners in this period and we used this as the denominator for estimating uptake at the provider level.
Results
Age and sex of EPC-active general practitioners
While the gender distribution of EPC-active GPs is similar to that of non-EPC-active GPs (Table 1) , EPC-active GPs tend to be younger. For example, 72% of EPC-active GPs are aged 35-54 years compared with 58% of non-EPC-active GPs.
Among EPC-active GPs, males account for about 66% of providers and about 80% of services (Table 2, All EPC Services). This distribution of activity is similar for HAs, CPs and CCs.
General practitioner activity
There is a very wide range in the number of EPC services provided by each general practitioner (Table 3 ). In all (Table 3) , 1591 (14%) have rendered a single EPC service. However, 919 general practitioners (8.1% of EPCactive GPs) have rendered over 100 services each, accounting for almost half of all EPC activity in Australia. This pattern of a small number of GPs rendering large numbers of services and cumulatively accounting for about half of all services rendered holds for HAs, CPs and CCs individually (data not shown).
The number of GPs providing any EPC service each month gradually increased to around 5000 in October 2001 (Table 4) . However, only approximately 25-30% of EPC-active GPs render an EPC service in any given month.
Most patients that received multiple EPC services did so from the same GP (Table 5 ). For HA 87% of those having more than one HA attended the same GP, while this proportion was 93% for CP, 82% for CCs and 88% for any EPC service.
Activity across practices
Across Divisions of General Practice, the proportion of medical practices that were registered for the Practice Incentive Program (PIP) that have provided EPC services ranges from 100 to 0%. In the first year at least 50% of all practices in 84 Divisions rendered at least one EPC service while in the second year 108 did.
Across all Australia 58% of PIP practice (Commonwealth Department of Health and Aged Care, 2001) rendered at least one service in the first year and 76% did in the second year. The proportion of PIP registered practices that rendered any EPC service increased in almost all Divisions in the second year of the availability of the EPC MBS items (Figure 1) .
Discussion
These data demonstrate that those GPs that have rendered EPC services tend to be rather younger, but no different in their gender, than GPs that have not rendered EPC services.
As around 80% of EPC services have been provided by male GPs, and as part-time GPs are more likely to be female, there is some evidence that EPC services are not being run as an activity separate from routine practice activity.
As anticipated from the wide variation in rates and levels of uptake of EPC services reported in the first three papers in this series, there was very marked variation in the levels of uptake of EPC services by individual medical practice and individual GP. Perhaps the most telling findings are that almost half of all EPC services across Australia have been rendered by only 919 GPs. Most of those GPs that have rendered EPC services have only rendered a small number. It is not possible to determine from these data what these patterns of use really mean. On one hand "low" levels of use may indicated high quality and selective application of the items. One the other hand low levels of use may indicate that the items are hard to use or perceived not to be of much use, and hence are failing to have much impact. We hope to understand these issues better from the fieldwork component of our evaluation that will complement the data reported here.
Our data also shows that EPC use is quite patchy over time in that only about one third of EPC-active GPs are active in any one month. Again this may reflect judicious selection of patients that can benefit from EPC activity, or it may reflect poorly developed systems within practices. It is of interest that activity and coverage increased over time with higher levels in the second year of the item's availability.
That this is so suggests that there is greater potential for a more systematic approach to EPC that encompasses a population health approach to care (http://www.dhac.gov.au/hsdd/gp/branch/phs.htm). This approach might include identifying all patients over 75 years on a practice list and offering them all a HA. The HA may be repeated annually in those in whom this is judged to be required, and less frequently in others. This sort of strategy requires best-practice targets to be identified. A systematic strategy to the application of CPs and CCs could also follow a population-based method, with the formal identification -from the practice list -of all patients who might benefit from a CP or a CC, rather than an ad hoc approach that waits for these patients to attend for other reasons. Again, for this type of approach to work, clear guidance would help GPs gain the most for their patients. It is encouraging that 88% of all repeat EPC services were rendered by the same GP, suggesting that a consistent and integrated delivery of EPC services is feasible.
Over time, it will be important to determine whether medical practices need -and are able -to change their business and organisational structures in order to adjust to the new environment of multidisciplinary, integrated primary care created by the EPC program. 2 case conferences could not be linked to GP details and have been excluded from these tables. Min = minimum, Max = maximum. Med = median, Q1 = 1st quartile, Q3 = 3rd quartile. 
